The distal interlocking is regarded as an inherent part of the antegrade humeral nailing technique. Traditionally the distal locking of intramedullary humeral nails is achieved using a freehand technique. The humerus nailing locking options in the conventional nailing systems are placed in the anterior-posterior and lateral-medial directions. It exposes both the patient and surgeon to radiation, is time consuming, and has a potential risk of damaging neurovascular structures, especially the radial and lateral cutaneous nerve when the anterior-posterior and lateral-medial locking constructs are used. We aim to present a technical tip to ease the distal locking procedure and avoid the possible neurovascular complications with the existing nailing systems.
Technique
A 28 year old male sustained a closed Humeral diaphyseal fracture and presented to our casualty. After having an informed consent and approval from the Hospital ethics committee regarding the use of the Intra operative pics and the pre and post operative Xrays (in Figure 1 
Discussion
Proximal and distal locking are integral elements for rotational stability of an
. Yet distal locking is associated with some issues: Lateral view of the humerus is not easily obtained, locking holes are narrow, the lateral surface of the humerus is "slippery" due to the peculiar anatomy and the danger of injury to the radial nerve and other vulnerable structures always looms [3] [4] [5] .
The options for the distal interlocking nails for the humerus nails may have either AP directed screws or medial-lateral directed screws to achieve fixation in the distal fragment. The distal part of the humerus is funnel shaped and the anterior cortical surface above the olecranon fossa is especially hard.
Achieving a suitable entry point in the AP directed screws, the incision is made just lateral to the biceps tendon. It often entails the use of a small diameter Steinman pin or a 2 mm K wire before drilling to have a small footprint on the distal humerus before proceeding with the locking.
Whereas with the lateral to medial screw insertion the radial nerve was at direct risk. The ulnar nerve and median nerve/brachial artery bundle was at risk if significant overpenetration of the medial cortex occurred. The musculocutaneous nerve was at direct risk with placement of a distal screw from anterior to posterior nails [6] .
Only one reference [7] has been mentioned in the literature regarding the posteroanterior locking. It involved turning the patients arm and placing it on the pelvic support board, which we found uncomfortable.
The advantage of the posteroanterior locking is the ease with which it could be performed. There are obviously no anatomical structures which are at risk. The amount of scar is minimal.
In the prone position, the visualization of the adequate area of the humeral shaft with the reduced fracture is possible. Any minor adjustments or changes are possible. The arm can be easily turned to ascertain the length of the distal screws after insertion.
We strongly feel the efforts to turn the patient to the desired position of posteroanterior locking and a minor change in the draping and the C arm position far outweighs the potential of minimising the complications associated with the anteriorly based neurovascular bundles.
As this procedure has not been described in the literature apart from the one mentioned, we strongly feel that the posteroanterior locking is a relatively easy step, which obviates the need of dissection of the structures on the anterior aspect of the distal humerus and which could be performed with minimal difficul- 
